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You believe in a God we never see or hear, so why shouldn’t you believe in the voices I really do hear? 
 
- Patsy Hage to Marius Romme (Intervoice, n.d.) 
    
As soon as you mention voices—and you pick it up really early—is they want to fill you up with medication. So 
it became quite secretive for me . . . I never told people about them . . . it wasn’t until . . . I went to a workshop 
with . . . other voice-hearers that I actually—that I started to talk about them—because I was too embarrassed 
about telling people what was going on. (De Jager et al. , 2015, p. 1412). 
 
 
Abstract 
 
 
Background. Research and consumer’s accounts have changed the considerations on serious 
mental disorders, stating that recovery is possible. These considerations are embedded in the 
Consumer/Survivor movement that laid the ground for a paradigm shift towards the 
conception of recovery as a process. A major momentum of the movement was the creation 
of the Hearing Voices Movement of its subsequent Hearing Voices Groups (HVGs). These 
peer-support groups advocate for the idea that hearing voices is a normal and human 
experience and that individuals can recover from the negative impact of these voices. 
Research question. In order to verify these claims, the present study aimed at assessing 
whether the participation of a voice hearer in a HVG impact the general process of recovery.   
Method. The study was constructed in the form of a single-case design, assessing one 
individual continuously after each HVG meeting. Four questionnaires were used: the QPR, 
the RAS-DS, the IMRS and the MHRM. 
Results. Descriptive statistics and visual inspection showed a small difference in scores 
between baseline and treatment phase. The results of the Bayes factor for trend differences 
were non-significant. 
Conclusion. Despite an improvement in the scores, there is not enough evidence to draw the 
conclusion that the HVG had a significant impact on the subject’s recovery. The research 
design is not problematic in itself, but the small amount of assessments and the restricted time 
frame constitute limitations to draw valid inferences on the results. A replication of the 
present study is recommended. 
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1. Introduction 
 
The idea of the possibility of recovery from serious mental illnesses (SMI) emerged out of 
two main sources in the past 40 years. First of all, long-term studies revealed that many 
individuals - who had been diagnosed with severe mental disorders - did not show 
deterioration but rather “positive outcomes” (Silverstein & Bellack, 2008, p. 11). Among 
these longitudinal studies, a 32-year follow-up study  that included disabled, long-stay 
patients who had been discharged from hospital (Harding, Brooks, Ashikaga, Strauss, & 
Breier, 1987), reported that one-half to two-thirds had functionally recovered. The authors 
also concluded that the chronicity of these individuals’  illnesses should be explained by its 
interaction with environmental and social factors. More recently, a 15- and 25-year follow-up 
study (Harrison et al., 2001) admitted than more than half of patients presenting a psychotic 
illness experienced a favourable outcome regarding their disorder. The emergence of these 
studies and their results also emphasised the importance of the heterogeneity in the course 
and outcome of severe psychiatric disorders (Davidson, O’Connell, Tondora, Staeheli & 
Evans, 2005). In addition to these findings, consumers started to publish their personal 
accounts about their experience of serious mental illnesses and the way they had been treated 
by mental health services (Andresen, Oades & Caputi, 2003). They were determined to shed 
their personal light on severe mental disorders by stating that recovering from these disorders 
is possible. Anthony (2000) reviewed the consumers’ published accounts, drawing the 
conclusion that recovery can be defined as a “deeply personal, unique process of changing 
one’s attitudes, values, feelings, goals, skills and/or roles” and as a “ way to live a satisfying, 
hopeful and contributing life” (p. 11).   
 As noted by many scholars (i.a. ; Davidson et al., 2005; De Jager, et al. 2016; Tomes, 
2006), such publications were made possible by the rise of a larger movement, called the 
‘Consumer/Survivor Movement’. According to Tomes (2006), a radical restructuring in the 
American mental health system took place between the 1950’s and the 1970’s which led to a 
growing effort of professionals - including lawyers, psychiatrists and academics - to try to 
understand the consumers’ perspective, to publish about it and to change the existing mental 
health policies. Inspired by the so-called antipsychiatry movement and other liberation 
movements (e.g. Black Power, women’s liberation, Gay Pride), the early Consumer/Survivor 
- represented by former patients from state hospitals -  started to organise and to testify to the 
discrimination they had experienced themselves within the mental health system (Davidson, 
Chinman, Sells, & Rowe, 2006). From this movement rose this idea that the patient should be 
considered as the expert of his own experience and, paralleling the perspectives of the 
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Alcoholic Anonymous and the Living Movement, the Consumer/Survivor Movement started 
to advocate for a recovery from serious mental illnesses, contradicting the traditional view of 
a necessary deterioration (Davidson, et al., 2006). The emerging recovery movement also laid 
the ground for new perspectives regarding peer-support by defending the belief that 
individuals struggling with their disorders and the distress that it causes could receive 
support, hope, encouragement from those who have experienced similar situations (Davidson, 
et al., 2006). 
 These transformations brought about a paradigm shift within the academic  
community considering the idea of recovery. Based on the introduction of the concept of 
remission - and its subsequent success - within the treatment of mood and anxiety disorders, 
research originally developed  a model of remission for serious mental illnesses (Andreasen, 
et al., 2005). This model defined remission as an improvement in regard to the symptoms, 
also called “symptomatic remission”; and as an improvement concerning the daily life and 
the psychosocial skills, also called “functioning remission” (Koenig-Flahaut, Castillo & 
Blanchet, 2011). While this model criticised the necessary deterioration in serious mental 
illnesses, at the same time as it proposed a standardised measure for its clinical application, it 
nevertheless left out the idea of heterogeneity of outcomes within serious mental disorders 
and the individual dimensions that are inherent to it (Koenig-Flahaut, et al., 2011). The 
introduction of the concept of recovery was supposed to solve the limitations inherent to 
model of remission (Koenig-Flauhaut et al., 2011). However, Silverstein & Bellack (2008) 
explained that there is still a lack of consensus within the scientific community in regard to 
the definition of the concept of recovery. They centred around  these divergent definitions of 
the concept of recovery into two models. According to these authors, the concept of recovery 
can be understood as an outcome, which is closely aligned to the definition of remission, 
insofar as it focuses on symptoms and psychosocial skills; or (ii) as a process, nonlinear and 
dynamic, focusing on the patient’s experiences. The concept of recovery as an outcome - also 
called "clinical recovery” - is based on the medical model, premising the comparability of  
mental illnesses to physical diseases. In that sense, recovering clinically from mental illnesses 
implies a restoration of a previous healthy state. This medical definition is not shared by the 
Consumer/Survivor Movement that defends a change towards a recovery-orientated approach 
within mental health services (Andresen et al., 2003). The movement considers the concept of 
recovery, not as static stage, but as a dynamic process based on the subjective experience of 
the consumers and their continuous efforts to overcome the negative consequences related to 
their mental disorder (Koenig-Flahaut, et al., 2011). 
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 According to the Consumer/Survivor Movement, recovering from a serious mental 
disorder does not necessarily involve a remission in symptoms nor a return to a pre-existing 
state, but it is rather overcoming the impact and the consequences related to the disorder 
(Davidson et al., 2005). While the term itself has been first used by the Alcoholics 
Anonymous in order to define a state during which the individual stopped his substance use 
while keeping a vulnerability to it, the Consumer/Survivor applied the concept in a different 
way (Davidson et al., 2005). They stated that the condition of individuals with a serious 
mental disorder might not change, yet they can still be considered in recovery. While the 
movement advocated for the heterogeneity of individual experiences, there are still some 
common aspects in the process of recovery, which Davidson et al. (2005, p. 15) define as 
follows: “a redefinition of one's illness as only one aspect of a multi-dimensional sense of self 
capable of identifying, choosing, and pursuing, personally meaningful goals and aspirations 
despite continuing to suffer the effects and side effects of mental illness”. This definition 
depicts the core aspects of the concept of recovery: regaining power over one’s mental 
disorder, being considered in recovery even when the disorder remain which often implies a 
new interpretation of one’s identity. Consequently the movement considers that while a 
psychiatric disorder does change the individual’s life irrevocably, such a disorder is but one 
element of the person’s identity (Davidson, et al. 2005) and not a sword of Damocles 
continuously hanging over the individual’s head. Andresen et al. (2003) reviewed the 
personal accounts of consumers and they concluded that recovering from a psychiatric 
disorder is a lifelong journey that includes some key processes: (i) “finding hope”; (ii) 
“redefining identity”; (iii) “finding meaning in life”; and (iv) “taking responsibility for 
recovery” (p.589). These key processes can be summarised by their core idea that the 
individual is the master of his/her recovery, or as Anthony (1993) put it aptly already 25 years 
ago: “Professionals do not hold the key to recovery; consumers do” (p. 18). In other words, 
the consumers should be empowered and they have the right to make their own decisions in 
regards of their mental state (Tomes, 2006). 
 Another important question that rose from the Consumer/Survivor movement was 
related to peer-support as many consumers considered it as a “cornerstone of recovery-
oriented care” (Silverstein & Bellack, 2008, p. 1118). In this regard, a major momentum had 
been the creation of the Hearing Voices Movement in the late 1980’s which all started with 
the encounter between voice hearer Patsy Hage and her psychiatrist Marius Romme 
(Corstens, Longden, McCarthy-Jones, Waddingham & Thomas, 2014). Drifting away from 
the traditional idea based on the medical model that auditory hallucinations should be 
eliminated, Marius Romme started to understand how crucial it was for his patient to talk 
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about her voices as he wrote: “Last year she started to talk increasingly about suicide. I felt 
she was taking a road with no turning point. The only positive topic in our communication 
then was the theory she developed about the phenomenon of the voices” (Romme & Escher, 
1989, p. 209). The two of them then decided to talk on a Dutch television program and 
encouraged people who heard voices to contact them. In total 700 people called including 
450 who heard voices of which 20 individuals who could explain clearly their experience of 
voices were selected. These 20 individuals became the speakers of the first Hearing Voices 
Congress organised in October 1987 (Romme & Escher, 1989). From their experiences, 
Romme & Escher (1989) hypothesised that voices hearers were going through three different 
phases in order to deal with their voices: (i) “the startling phase” when the onset of the voices 
takes place; (ii) “the phase of organization” during which the individual selects the voices and 
communicates with them; and (iii) “the stabilization phase” that enables the voice hearer to 
cope better with the voices (p. 210). From that point the movement grew internationally 
defining itself as “a prominent mental health service-user/survivor movement that promotes 
the needs and perspectives of experts by experience in the phenomenon of hearing voices” 
(Corstens, et al., 2014). The significance of the Hearing Voices Movement’s success should 
be understood within the development of its “hearing voices groups” (HVGs) where voice 
hearers can share their experience with one another. These peer-support groups have 
developed themselves in the last twenty years throughout Europe, in some parts of the rest of 
the world (including Australia and New Zealand) and within various settings among the 
mental health services and the voluntary sector (Corstens, et al., 2014). 
 The cornerstone of the Hearing Voices Movement is comprised of the groundbreaking 
idea that hearing voices is “a meaningful human experience” (Corstens, et al., 2014, p. 285), 
sharing the following key values: (i) voices are not abnormal but a natural human experience; 
(ii) different explanations for the voices are accepted and valued; (iii) voice hearers are 
encouraged to take possession of their voices; (iv) voices can be understood and interpreted 
within the individual’s life story; (v) voices should be accepted and not suppressed; and (vi) 
the experience of voice hearers is beneficial to other voice hearers (ibid., 2014). 
Consequently, the movement proposed a new reading of the conception of voices by 
suggesting that the structural characteristics of voices does not differ between psychotic 
patients, non-psychotic patients and the general population (Longden, Corstens & Dillon, 
2013). These considerations are consistent with the findings related to the prevalence of voice 
hearers in the general population: Beavan, Read, & Cartwrigh (2011) published a literature 
review on the prevalence of voices and they concluded that it is safe to assume that one in ten 
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adults hears voices. In reflecting on this review, Longden et al. (2013) put these findings in 
perspective, using the analogy that they are statistically more people within a Western Nation 
who hear voices than people who are left-handed, vegetarian, holding a PhD or who stammer. 
Therefore, one can conclude that hearing voices cannot be systematically associated with a 
symptom of a psychiatric disorder (Beavan et al., 2011). Additionally, research and 
consumer’s accounts suggest that not all voice hearers are distressed by their voices and that 
those who are affected negatively by them can still recover (De Jager, et al., 2016). This 
shows that the principles and values of the Hearing Voices Movements are in line with the 
concept of recovery acknowledged by the Consumer/Survivor Movement. That is to say that, 
rather than focusing on eliminating the voices (i.e. the symptom according to the medical 
model), the emphasis is put on the possibility for voice hearers to live a satisfying life and to 
recover from the negative impact that the voices can have on the individual, even if the 
voices remain (De Jager, et al., 2016). As the Consumer/Survivor Movement advocated, the 
Hearing Voices Movement also states that the voice hearer is the expert of his/her own 
experience, contradicting “the traditional view of dominant, expert clinician, and passive, 
recipient patient” (Longden, et al., 2013, p.163). 
 According to de Jager et al. (2016), voice hearers reported that attending the HVGs 
helped them in their process of recovery but nonetheless, further investigation of the relation 
between the HVGs and the process of recovery is needed. Beyond the scope of the HVGs, 
there is also a lack of research on the mechanisms and factors behind the recovery process 
and its relation to peer-support (Silverstein & Bellack, 2008). Therefore, the research 
question of this paper is as follows: how does the participation of a voice hearer in a HVG 
impact the general process of recovery? To apply this research to the clinical field, I hold the 
hypothesis that the individual attending a HVG shows an increasing recovery - defined as a 
process- progressively related to the voices. 
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2. Method 
 
2.1. Research design 
 
The present research has been constructed in the form of a single-case design. According to 
Smith (2012) the purpose of single-case studies is to make a “comparison within subject 
rather than a between subjects design” (p. 2) and its main goal is to examine the potential 
relationship between a manipulated independent variable and a meaningful change in the 
dependent variable (Smith, 2012). In the research presented, the HVG constitutes the 
independent variable and the subject’s recovery constitutes the dependent variable. Yin 
(2009) offers a rationale that can justify the use of such a design, namely: (i) a single-case can 
confirm, challenge or extend a theory and (ii) a single-case is used when the case represents a 
rare or a unique case. As stated above, existing literature on the topic lacks evidence on the 
mechanisms and factors behind the recovery process and its relation to peer-support 
(Silverstein & Bellack, 2008). Hence, the following scrutiny aims at extending the theory 
according to which HVGs might help voice hearers in their process of recovery, and therefore 
falls within the first rationale described by Yin (2009). Finding an individual who hears 
voices and who recently joined a HVG constitutes a rare case. Consequently, the research 
follows the aforementioned second rationale proposed by Yin (2009). 
 According to Kazdin (1981) single-case studies are of importance in the clinical field 
and they are “widely recognized to serve as an important place to develop hypotheses about 
clinical problems and to explore innovative treatments” (p. 191). Nevertheless, single-case 
studies have been criticized for their alleged impossibility to draw validated inferences. But, 
as reported by Kazdin (1981), it is rather a matter of rejecting rivalling hypotheses through 
avoiding the threats to internal validity. In order to do so, the author suggests: to operate 
exclusively on objective data; to use repeated measurements; and to accumulate cases that are 
evaluated in the same fashion. Following Kazdin’s (1981) recommendations, the research 
only employed validated questionnaires that provided a clear outcome to assess the subject’s 
recovery. Secondly, the dependant variable - i.e. the subject’s recovery - was measured 
repeatedly. There is no clear consensus within the academic community on the number of 
assessments are required in each phase (Smith, 2012) but “the ideal strategy would be to 
continuously measure behavior throughout the entirety of the study” (Morgan & Morgan, 
2009, p.85). Therefore, the subject was assessed biweekly, after each HVG meeting as many 
times as possible within the given timeframe, resulting in five different assessments. A 
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multiple-case design would have been preferred but given the timeframe of the Master's 
thesis, it was not feasible. At last, a single-case design requires a baseline assessment and a 
treatment phase (Smith, 2012). Therefore, the first two assessments of the study constitute the 
baseline and last three assessments, the treatment phase. For ethical reasons, a removal of the 
treatment implementation was not possible: asking the subject to stop attending the HVG 
could potentially be of harm since it could impact the process of the subject’s recovery. 
Therefore, the research was constructed in the form of an A-B design (i.e. A= baseline and 
B= treatment phase). 
 
2.2 Population 
 
2.2.1 Recruitment and selection 
 
The recruitment for the research was done through the HVG in Leiden provided by the 
Stichting Weerklank. The Stichting Weerklank was created by the Hearing Voices Movement 
in 1988 after the first Hearing Voices Congress in 1987. This national network is promoted 
and supported by Intervoice, the international association for voice hearers, also called The 
International Network for Training, Education and Research into Hearing Voices (Longden, et 
al., 2013). This association consists of a national network of voice-hearers organised outside 
of the mental health services and who provides peer-support for voices hearers (Longden, et 
al., 2013). In October 2017, a new HVG was created in Leiden - called “Stemmenhoorders 
gehoord” - and contact was made with the group coordinator, Yvonne Doornbos, to whom the 
research was proposed. Subjects had to fulfill the following inclusion criteria: (i) hearing 
voices; (ii) age 18 or older; (iii) about to join a HVG or having joined the group recently; and 
(iv) cognitively able to give informed consent, and the following exclusion criteria were as 
follows: (i) no antipsychotic treatment in the last six months; and (ii) no psychiatric 
hospitalisation for a minimum of six months following discharge from psychiatric hospital. A 
first meeting was arranged with the potential participant in order to ensure that he was 
fulfilling these criteria. 
 
2.2.2 The HVG meetings 
 
The HVG in Leiden organises biweekly meetings during which voice hearers are able to talk 
about their individual experiences regarding their voices. The responsibility of the group is 
owned and developed by voice hearers themselves and therefore the group can be considered 
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a “peer run or operated services” Solomon (2004, p. 393). The meetings do not follow a 
predetermined structure, as suggested by the guidelines of the Hearing Voices Movement 
(Corstens, et al., 2014). Consequently, the topics of the meetings are chosen on the spot by 
anyone from the group who wishes to share something. These topics range from loneliness, 
health, the impact of the voices on the individual (e.g. causing anxiety) and on the daily life, 
finances, the onset of voices, learning new coping skills, social isolation, religion and 
spirituality. Besides this wide-ranging variety of topics, each meeting generally focuses on 
how to cope with hearing voices and on the six key values described above by Corstens, et al. 
(2014). The meetings take place in a private room and the group members sit in a semi-circle 
around a table. Members take note in turn and these notes are kept locked in order to ensure 
the group’s confidentiality. 
 
2.2.3 Case presentation 
 
The research at hand follows the APA guidelines on confidentiality: “Psychologists do not 
disclose in their writings, lectures, or other public media, confidential, personally identifiable 
information concerning their clients/patients, students, research participants, organizational 
clients, or other recipients of their services that they obtained during the course of their work, 
unless (1) they take reasonable steps to disguise the person or organization, (2) the person or 
organization has consented in writing, or (3) there is legal authorization for doing so.” 
(American Psychological Association, 2010, Code 4.07). Consequently, we changed or 
removed any information that could be linked directly to the respondent - including his name; 
which I altered into a fictitious initial, namely “L.” -  and only the information crucial for the 
present research was kept. In regards of the phases described above by Romme & Escher 
(1989), the subject was considered in the “the phase of organization”. 
 L. is a 45-year-old man, currently unemployed. L. has been through traumatic events 
repeatedly in his childhood. At the end of his adolescence, L. realised that he was hearing 
voices. He believes that these voices were present prior to his moment of realisation but he 
reported to only became conscious of them later on. This realisation made him feel shocked 
and he decided to keep it for himself until many years later. L. went through several mental 
and physical breakdowns in his adult life during which he felt depressed, extremely 
exhausted and with a high level of suicidality including several suicidal attempts. He 
experienced moments of dissociation related to flashbacks and moments of panic and anxiety 
when he found himself at places that reminded him of his past traumatic events. After many 
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years of dealing with these difficulties by himself, he eventually received psychological help, 
including eye movement desensitization and reprocessing (EMDR). L. was diagnosed with 
complex post-traumatic stress disorder (CPTSD) and dysthymia. He denies having been 
through any psychotic episode in his life and after being monitored for schizophrenia, no 
diagnosis could be made. 
L. hears two types of voices: 
 - external voices: L. hears people having arguments of which he is always the subject 
(e.g. the voices can discuss whether or not they want him to be in same room as them). 
Although he knows at least rationally that these voices are not physically there, he hears them 
as if they were. 
- internal voices: these voices are directly critical towards him (e.g. telling him “You 
are worthless”), or they are critical about him. 
Both types of voices are always someone else’s voice and L. believes that they are 
related to the childhood traumas that he experienced. L. explains that the context and his state 
of mind (e.g. feeling happy) do not have an impact on the voices. Nevertheless, he noticed 
that the voices tend to be more present and more troublesome in periods of stress. L. never 
told anyone about his voices until very recently, since he experienced a negative stigma 
associated with hearing voices. L. joined the HVG in Leiden soon after its creation and it was 
the first time in his life that he was able to talk about his voices to other voice hearers. 
 
2.3 Procedures 
 
2.3.1 Questionnaires 
 
A considerable amount of instruments has been developed to assess the ‘symptomatic and the 
functional recovery’ (Cavelti, M. et al., 2012). However, these instruments focus on 
measuring the recovery as an outcome (also called clinical recovery), rather than as a process. 
Instead, this paper will focus exclusively on recovery as a process (also called personal 
recovery) as it is shaped by the so-called consumer’s perspective (Davidson, et al., 2005). 
After reviewing the literature about the developments of such instruments, I only selected the 
self-report questionnaires measuring the recovery as a process. Secondly, I furthered my 
selection looking at the instruments’ validity, reliability and their issues of application.1 
                                               
1only the tests freely available online were selected 
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Lastly, I made sure that the questionnaires were created in light of the accounts of the 
consumers on the concept of recovery.  . 
The Questionnaire about the Process of Recovery (QPR, see Appendix 1). The QPR 
has been validated by Neil et al. (2009) and it has been developed in collaboration with local 
service users. The QPR is a self-report questionnaire which aims at measuring consumers’ 
recovery from psychosis by asking them about aspects of recovery that are meaningful to 
them (e.g. well-being, quality of life or empowerment). The QPR is composed of 15 items to 
be rated on a 4-point Likert scale (0= disagree strongly, 1= disagree, 2=neither agree nor 
disagree, 3= agree, 4= agree strongly). Cronbach’s alpha coefficients were calculated for 
internal consistency of items on subscales: subscale 1 α=0.94 and subscale 2 α=0.77, 
indicating a good reliability. The scores vary between 0 and 60, and higher scores are 
indicative of recovery. The QPR takes about 5 minutes to be completed. 
The Recovery Assessment Scale Domains & Stages (RAS-DS, see Appendix 2). The 
RAS-DS has been validated by Hancock, Scanlan, Bundy & Honey (2016) in collaboration 
with service users,2 after prolonged studies over more than 8 years. The RAS-DS is based on 
an analysis of the initial Recovery Assessment Scale (RAS) developed by Gifford et al. in 
1995. The revised RAS-DS aims at measuring a service-user defined recovery. It includes 38 
items that consumers rate on a 4-point Likert scale: “untrue”; “a bit true”; “mostly true” and 
“completely true”. These items are divided into four domains of recovery: doing things I 
Value; looking forward; mastering my illness; and connecting and belonging. Cronbach’s α 
score for reliability is .96. The scores vary between 38 and 152 and higher scores are 
indicative of recovery. The RAS-DS takes between 5 and 15 minutes to be completed. 
The Mental Health Recovery Measure (MHRM, see Appendix 3). The MHRM has 
been validated by Young and Bullock (2003). The MHRM is a self-report questionnaire that 
aims at comprehensively assessing the recovery process for individuals with serious mental 
illness (SMI), based on the recovery narratives of mental health consumers. The MHRM 
consist of 30 items that the subject has to rate on a 5-point Likert scale from 0 to 4 (strongly 
disagree, disagree, not sure, agree, strongly agree). The MRHM is composed of 7 subscales 
with 4 items per scale: overcoming stuckness; self-empowerment; learning and self-
redefinition; basic functioning; overall well-being; new potentials; and advocacy/enrichment. 
The last two items assess spirituality. The Cronbach alpha for reliability is .93. The scale has 
                                               
2The term “user” refers to people living with a mental health diagnosis and using mental health service 
(Hancock et al., 2016) 
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a theoretical range from 0 – 120 and higher scores and indicative of recovery. The MHRM 
takes about 5 minutes to be completed. 
The Illness Management and Recovery Scale (IMRS, see Appendix 4). The IMRS has 
been validated by Mueser et al. (2005). The IMRS is a self-report instrument that measures 
outcomes based on the Illness Management and Recovery Program (IRM). The IMR program 
has been created to help individuals with psychiatric disabilities develop coping skills 
regarding their mental illness. The IRM program and the development of the IMRS have 
been designed collaboratively by IRM practitioners and by consumers. The IMRS is 
composed of 15 items, to be rated on a 5-point Likert scale (from 1 to 5) with different 
anchor descriptions varying upon the item. The items measure different features of illness 
self-management (e.g. knowledge about illness, coping efficacy, substance abuse) and each 
item measures a different aspect of illness management and recovery. Internal reliability was 
calculated on two different occasions with a result of .68 and .72 at time 1 and time 2, 
respectively. The scale has a theoretical range from 15 to 75 and higher scores indicate a 
greater level of recovery. The IMRS takes about 10 minutes to be completed. 
 
2.3.2 Description of the sessions 
 
The subject was assessed biweekly, after each HVG meeting in the form of semi-structured 
interviews. During our first meeting, an intake was conducted during which the anamnestic 
data relevant to the research was gathered. The subject was explained the goal of the research 
and he was asked to fill in a consent form (see Appendix 5) of which a copy was given to 
him. During the following meetings, the subject was assessed with the questionnaires 
described in the research’s procedure. Each meeting consisted in three parts: an oral 
assessment of the voices; the assessments provided by the questionnaires; and a debriefing of 
the assessments.   
 As stated above, the topics discussed within the HVG were decided on the spot, 
therefore it was not possible to assess a specific aspect of the recovery process with a specific 
questionnaire after each meeting. Furthermore, the HVGs help individuals with various 
aspects of their recovery, besides the topics directly discussed during the meetings, which is 
consistent with the idea of measuring the recovery as a process. Accordingly, it seems crucial 
to assess the individual with the same instruments after each meeting. The four questionnaires 
will be used repeatedly at each assessment of the research; the questionnaires were presented 
in a different order at each meeting in order to limit the subject’s fatigue and the effect of the 
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order's presentation. A summary of the research design and the numbers of assessments can 
be seen in Figure 1. 
 
 
2.4 Statistical Analysis 
 
The analysis of single-case studies’ data is commonly done through two methods: visual 
inspection and statistical analysis (Smith, 2012). As a starting point of the analysis, the 
distribution, the central tendency and the dispersion of the data between baseline and 
treatment phase were interpreted with visual inspection and descriptive statistics. Since the 
analysis of data will be based on repeated measurements, the observations will be 
autocorrelated and dependent: consequently, an analysis of variance is not possible (Smith, 
2012). The fact that the research is based on the scores of a single individual does not allow 
for an application of a T-test. 
Upon closer inspection of the literature on statistical analysis for single-case studies, a 
relatively new inferential technique was found. De Vries, Hartogs, & Morey (2015) 
developed models based on the so-called Bayesian inference, recommending the use of the 
‘Bayes factors’ for the analysis of single-case studies as criteria for significance. Their design 
allows the analysis of a limited amount of data points and it offers the possibility to assess the 
evidence in the data for or against a true difference in scores between baseline and treatment 
phase (De Vries & Morey, 2013). In order to see whether the intervention has an effect on the 
scores, the model evaluates two competing hypothesis: the null hypothesis representing no 
treatment effect; and the alternative hypothesis suggesting a treatment effect. The authors 
proposed two models: the “JZS+AR Model” that measures the true mean difference and 
recommended when expecting an immediate treatment effect (e.g the administration of a 
drug); and the “TAR Model” that assesses the true difference in trends and suggested when 
expecting a gradual treatment effect (e.g. a therapeutic intervention). 
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 The present research used the TAR Model developed by De Vries & Morey (2013) since a 
gradual effect of treatment was expected. This model offered the possibility to compete the 
null hypothesis - stating the absence of a true difference in trends on the scores of recovery 
between baseline and treatment phase - and the alternative hypothesis - stating the presence 
of such a difference in trends. The criteria for significance is the Bayes factor (B) and its 
interpretation was conducted with the table developed by Kass and Raftery (1995), according 
to which B is considered: (i) not worth mentioning when 0 ≤  B ≤ 2; (ii) positive when 2 ≤ B 
≤  6; (iii) strong when 6 ≤  B ≤  10; and (iv) very strong when B ≥ 10. All data analyses were 
conducted on R (R for Mac OS X 2016, Version 3.2.4), using the “BayesSingleSub” package 
developed by de Vries, et al. (2015). The statistical methodology, the analyses on data and its 
results were discussed and confirmed by a statistician from the University of Leiden, via the 
Thesis Lab. 
 
3. Results 
 
3.1 Descriptive statistics 
 
3.3.1 QPR 
 
Upon an initial visual inspection, a clear upward trend on the scores of the QPR can be 
observed (see Figure 2): the scores are gradually rising as they go from 52/60 to 60/60, 
respectively from the first assessment to the last assessment. Therefore, the tendency of the 
data shows a systematic increase over time. Nevertheless, no change in trends between 
baseline and treatment phase was detected since the scores gradually increase over time, 
following the same trend line. Additionally, the same conclusion can be drawn in regards of 
the changes in levels: the data does not present any clear shift up- or downwards (see Figure 
2). 
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The evaluation of the mean scores between baseline and treatment phase displays a small 
change, respectively from M= 54 to M=58.67. The change in standard deviation is also 
relatively small: respectively from SD=2.83 to SD= 1.14 which means that the scores are 
slightly closer to the mean in treatment phase than they are in baseline. These results can be 
observed in Table 1. 
 
At last, the analysis of percentage reveals that the scores are high in both baseline and 
treatment phase, and that there is a minor increase of the scores between baseline treatment 
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phase (see Figure 3). Furthermore, the percentage calculated per assessment shows a gradual 
increase of the scores from the first assessment to the final assessment (see Table 2). 
 To summarise, the subject’s scores on the QPR are lower in baseline than in treatment 
phase, no changes in trend and levels were revealed and a moderate change in means was 
detected. 
 
 
 
 
3.3.2 RAS-DS 
 
The subject’s scores on the RAS-DS demonstrated a gradual trend line moderately from 
146/152 to 150/152 respectively from baseline to treatment phase (see Figure 4) and 
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therefore, no change in trends was observed. However, a change in levels was observed 
between baseline and treatment phase (see Figure 4): the scores dropped in baseline but they 
rose in treatment phase. A small difference in means was discovered between baseline and 
treatment phase: respectively from M= 143.50 to M= 149.33, and a moderate change in 
standard deviation was detected: respectively from SD= 3.54 to SD= 1.15 (shown in Table 1). 
Therefore, the mean scores were increasing slightly between baseline and treatment phase 
and the scores were moderately closer to the mean in treatment phase than in baseline. 
Finally, there was a very small change in the percentage between baseline and treatment 
phase (Figure 3), and a very small change in percentage between each of the assessments 
(Table 2). 
 Consequently, the subject’s scores on the RAS-DS were slightly higher in treatment 
phase than in baseline, no change in trends was detected, a change in levels and a small 
difference in means were observed. 
 
 
 
3.3.3 IMRS 
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The results on the IMRS showed higher scores from baseline to treatment phase: respectively 
from 61/74 to 69/74. No real difference in trends between baseline and treatment phase was 
observed, nor any real difference in levels, as seen on Figure 5. A small difference in means 
  
was detected between phases: from M= 62 in baseline to M= 67.67 in treatment phase. The 
observation of the standard deviation across phases showed that the scores were closer to the 
mean in baseline than in treatment phase: respectively from SD= 1.41 to SD= 4.16. The 
difference in means and in standard deviations can be observed in Table 1. Additionally, the 
results gathered in the analysis of the percentages of scores showed an increase of them 
between baseline and treatment phase, together with a gradual increase of the percentages 
from the first assessment to the last assessment. These results are shown respectively on 
Figure 3 and in Table 2. 
 No change in trend line nor any shift in level were detected in the subject’s scores on 
the IMRS, however a small difference in means and in percentages between baseline and 
treatment phase were identified. 
 
 
3.3.4 MHRM 
 
The results in scores of the MHRM did not demonstrate any difference in trends, since the 
scores were following a relative gradual trend line. A shift in levels occurred between the 
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different assessments, however no clear shift between baseline and treatment phase was 
found. These results can be seen in Figure 6. 
 
The results underlined a difference in means, from M= 97/120 to 103/120, respectively 
between baseline and treatment phase. However this change in means must be put in 
perspective with the standard deviations: in baseline, SD= 1.41 and in treatment phase, SD= 
7.21, as seen in Table 1. This means that the scores were rather dispersed in treatment phase 
which implies that the observed change in means was not significant for the results. The 
percentages of scores increased slightly between baseline and treatment phase, but varied 
considerably between each assessment. These results of percentages can be examined 
respectively on Figure 3 and in Table 2. 
  We can thus conclude that the results on the MHRM did not demonstrate any 
difference in trend line, in levels, nor in means and only a small change in the scores’ 
percentage was observed between baseline and treatment phase. 
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3.3.5 General conclusion 
In summary, the subject had higher scores on all four questionnaires between baseline and 
treatment phase. A shift in level was observed on the scores of the RAS-DS. Changes in 
means were identified on the scores of the QPR, the RAS-DS and the IMRS. For all four 
questionnaires, a small change in the scores’ percentage occurred between baseline and 
treatment phase. No change in trend line was found for any of the questionnaires. 
 
3.2 Bayesian inference 
 
For each questionnaire the null hypothesis assuming no true difference in trends between 
baseline and treatment phase was put against the alternative hypothesis presuming a change 
in trends. The results of the analysis are given by the Bayes factor (B) as follows: for the 
QPR, B= 0.69; for the RAS-DS, B= 1.09; for the IMRS, B= 1.57; and for the MHRM, B= 
1.51. A summary of these results can be found in Table 3 and a transcript of the analysis in R 
can be seen in Appendix 6. In regards of the table developed by Kass and Raftery (1995), the 
Bayes factor for each questionnaire is non-significant since the factors are all inferior to 2. 
According to these results, it is less likely that there was a change in trends between baseline 
and treatment phase and, thus, the alternative hypothesis was rejected. To conclude, the 
results of the Bayes factor for trend differences was non-significant for all four 
questionnaires. 
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4. Discussion 
 
The research presented in this paper was designed to assess whether the participation of a 
voice hearer in a HVG impact the general process of recovery. Descriptive statistics and 
visual inspection showed several outcomes: (i) higher scores on all four questionnaires 
between baseline and treatment phase; (ii) a shift in level on the scores of the RAS-DS; (iii) a 
change in means on the scores of the QPR, the RAS-DS and the IMRS; (iv) a small change in 
the scores’ percentage between baseline and treatment phase for all four questionnaires; and 
(iv) no change in trend line on any of the scores of the four questionnaires. Additionally, the 
results on the Bayes factor were inconclusive and it was not possible to draw the conclusion 
that there was a significant change in trends between baseline and treatment phase. 
Consequently, the data analysis does not show enough effect to support the hypothesis that 
the individual attending a HVG shows an increasing recovery - here defined as a process- 
progressively related to the voices. These results indicate that even though the individual’s 
scores improved between baseline and treatment phase, there is not enough empirical 
evidence to draw the conclusion that the HVG had a significant impact on the subject’s 
recovery during the time of the assessments. 
 This outcome can be explained by certain limitations inherent to the study. As stated 
in the methodology, there is no general agreement on how many measurements are needed in 
single-case studies for each phase. Moreover, the statistical model used for the study, and 
developed by de Vries  & Morey (2013) allows the analysis of a limited amount of data 
points. Despite these considerations, the number of assessments could have been higher: 
more continuous assessments can strengthen internal validity and eliminate threats such as 
history, maturation, testing and instrumentation (Kazdin, 1981). The fact that the subject’s 
scores were already high in baseline for each questionnaire could potentially be explained by 
statistical regression. If the subject would have been assessed for an extended period of time, 
these high scores could not be attributed to statistical regression (Kazdin, 1981). Moreover, 
the limited amount of assessments in baseline can be viewed as problematic. Since the 
individual’s behaviour was not stable for an extended period of time, it is difficult to draw the 
conclusion that the treatment phase led to effective changes. Lastly, the subject indicated 
during the study that he found himself in a period of stress which impacted negatively his 
voices and which can be considered as another limitation of the present study. In summary, 
the fact that the study was in the form of a single-case design is not problematic in itself, but 
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the small amount of assessments - particularly in baseline -, and the restricted time frame of 
the study constitute limitations to draw valid inferences on the results.   
These results have to be put into perspective with the challenges highlighted by the 
HVM. Research on the effects of the HVGS on voice hearers appears to be limited which 
could be explained by several factors. Corstens et al. (2014) explain that these key issues are 
as follows according to the HVM: (i) the priority for researchers to establish a collaborative 
relationship with voice hearers and the subsequent resources that it requires; (ii) the 
discrepancy between the terminology used in research and the one used by the movement 
(e.g. many voice hearers reject the term “auditory verbal hallucinations”); and (iii) using 
randomised clinical trials to research peer-support is challenging because their methodology 
does not necessarily go along with the HVGs’ principles (i.e. the absence of a predetermined 
structure within the HVGS, the possibility for members to leave at any time, the longer-term 
effects of the HVGs, and the principle according to which every member should have access 
to self-help). Therefore quantitative research that assesses the HVGs’ effects is lacking 
(Corstens, et al., 2014) which makes it hardly possible to compare the results of the present 
research with similar studies. 
 Nevertheless, a first quantitative survey of the impact and effectiveness of the HVGs 
was recently published by Longden, Read & Dillon (2018). Their results showed positive 
emotional, social and clinical outcomes among the HVGs’ members and the participants 
perceived the group to facilitate their process of recovery. The authors concluded that further 
investigation of such effects is needed for research, a gap that the present research tried to fill. 
Despite its lack of empirical evidence, this research brought an emphasis on the importance 
of building a bridge between the consumer’s perspective and the professional considerations. 
Additionally, the subject of this research, L., was convinced himself of the benefit of the 
HVGs, which contradicts the statistical results. During each of the assessments, and 
particularly after the last assessment, the semi-structured format of the meetings enabled L. to 
share his considerations on the group’s impact - which is in line with the recommendations of 
the HVM (Corstens, et al., 2014).  According to L., the meetings offered a safe and non-
judgmental space for sharing experiences that can be viewed as taboo. During our last 
meeting, L. explained that the meetings helped him cope better with himself and with his 
voices and he was convinced of the potential of such groups to help individuals, including 
himself, with their process of recovery in regards of the voices heard. Nevertheless, building 
such a collaborating relationship with L. could have impacted the results and it constitutes 
another limitation of the study. 
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 Although this study did not draw any significant inferences on the subject’s recovery, 
it gave the opportunity to show that using quantitative instruments to evaluate a relevant 
variable is feasible in practice. Such a practical implication is needed for the HVGs, as 
suggested by Corsten, et al. (2014) in order to show empirical evidence of the group’s effects. 
Furthermore, in order for the concept of recovery to be considered as a process and to be used 
as such in practice, it needs to be operationalised (Davidson, et al., 2005). For that reason, the 
present study used valid questionnaires based on the consumers’ perspective on the concept 
of recovery showing that such a concept can be applied to the clinical practice and research. 
However, it remains that existing literature on the topic lacks evidence on the mechanisms 
and factors behind the recovery process and its relation to peer-support (Silverstein & 
Bellack, 2008), which constitutes a limit to the use of these questionnaires. When considering 
the theoretical implications, this study proposed to put on emphasis on the potentiality of 
such groups as a valid alternative to routine care. Additionally, the conception of a negative 
evolution in SMI remains commonly admitted within mental health services (Koenig-
Flauhaut et al., 2011) and the present study gave the opportunity to expand the idea that 
recovering from SMI is possible and to advocate for the Consumer/Survivor Movement. 
Nevertheless, such implications could be deepened by the findings of empirical evidence and 
in this regard, several recommendations can be done for future research. 
 Firstly, the study could be replicated as such with the use of more assessments and 
with an extended period of time. More assessments should be done in baseline until a stability 
of performance is observed so that the changes in behaviour could be directly linked to the 
intervention. Since the HVGs might be even more beneficial in the long-term (Corstens, et 
al., 2014), the study should have continuous assessments for a longer period of time: a period 
of six months seems reasonable. It might also be beneficial to continue assessing  individuals 
who left the meetings after a long period of time in order to assess, if there are positive effects 
related to the HVGS, whether these effects last on a longer term. A second recommendation 
for future research is to propose to change the study design for a multiple-case design. That 
way the heterogeneity of the cases might help draw inferences on the cause of therapeutic 
change. If change is found across different individuals with different characteristics and if the 
time that they join a HVG varies, the inferences draws would be much stronger, as suggested 
by Kazdin (1981). Finally, it is recommended to assess individuals who attend different 
HVGS: each HVG differs in their functioning, finding an effect across different groups might 
be beneficial to generalise the results. 
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Appendices 
 
Appendix 1. The Questionnaire about the Process of Recovery (QPR, Neil, et al., 2009) 
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Appendix 2. The Recovery Assessment Scale: Domains and Stages (RAS-DS, Hancock, et 
al., 2016) 
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Appendix 3. The Mental Health Recovery Measure (MHRM, Young & Bullock, 2003) 
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Appendix 4. The Illness Management and Recovery Scale (IMRS, Mueser, et al., 2005). 
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Appendix 5. Consent form 
 
An exact copy of the following consent form was signed by the subject. To respect his 
confidentiality, his name and signature were not published in the present research. 
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Appendix 6. R Scripts 
 
The following script contains all the manipulations executed on the R console for the analysis 
of the QPR. The manipulations for the three other questionnaires followed the exact same 
analysis. 
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